The appropriate response of health care professionals to intimate partner violence is still a matter of debate. This article reports a meta-analysis of qualitative studies that answers 2 questions: (1) How do women with histories of intimate partner violence perceive the responses of health care professionals? and (2) How do women with histories of intimate partner violence want their health care providers to respond to disclosures of abuse?
I
NTIMATE PARTNER VIOLENCE IS THE systematic abuse of persons by their current or former intimate partner. The violence may be physical, sexual,emotional,oreconomic in the context of coercive control, often escalating in severity. 1 This violence causes short-and long-term medical problems. 2 Women abused by their partners or ex-partners are more likely to experience mentalillhealth, 3 particularlydepressionand posttraumatic stress disorder, substance abuse, chronic pain, 4 sexually transmitted diseases, 5 and perinatal complications. 6 Escalating violence can culminate in murder. 7 Women experiencing intimate partner violenceseekcarefromemergencydepartments approximately 3 times more often than nonabused women 8 and are also more likely to present to primary care and women's health services. 9 Despite the many opportunities for disclosure of abuse in clinical settings, only a few women with a current or past history of partner violence are identified by health care professionals, leading to proposals for screening in health services. The ensuing debate [10] [11] [12] has overshadowed questions about the nature of appropriate responses by clinicians to women who have disclosed intimate partner violence to them. Controlled studies 10, 11 provide quantitative evidence on the effectiveness of interventions following disclosure of abuse. There is also substantial qualitative research literature that analyzes women's perspectives on the response of health care professionals to disclosure. Studies 13 based on interviews allow participants to discuss their expectations and experiences and to reflect on them in conversation. Women's perceptions of appropriate immediate and longer-term responses to disclosure should inform clinical guidelines, health care policy, and the training of health care professionals.
14 Systematic reviews 10, 11, 15 underpin clinical guidelines and policy internationally, including the field of domestic violence, yet qualitativestudieshavebeenlargelyexcluded from the growing pool of reviews that are available to clinicians and policy makers. Although qualitative research does not easily lend itself to synthesis, this is essential if find-ingsfromindividualstudiesaretocontribute to health care decision making and policy.
The aim of this meta-analysis of qualitative studies is to determine how abused women perceive the response of health care professionals when they discussabuseandhowtheywouldlike these professionals to respond. The findings from this analysis will be usefulindesigningtrainingforprofessionals and supporting the development of more appropriate responses from health systems to partner violence.
There is no standard method for combining qualitative studies. The term qualitative meta-analysis 16 covers a range of methods, from reanalysis of primary data collected in multiple studies to analysis of results reported in published articles. In this article, we will use the latter approach, drawing on the Schutz 17 framework of constructs. Our method is based on the metaethnography proposed by Britten 18 and Campbell 19 and colleagues, and first described by Noblit and Hare. 20 We prefer the term meta-analysis, because the studies we are analyzing are not ethnographies. We also compared our findings with previously published national guidelines. [21] [22] [23] [24] In this article, we report a metaanalysis of qualitative studies to answer 2 questions: (1) How do women with histories of intimate partner violence perceive the responses of health care professionals? and (2) How would women with histories of intimate partner violence want their health care providers to respond to disclosures of abuse?
METHODS

DATA SOURCES
We searched for studies on 5 bibliographic databases from their respective start dates (given in parentheses) to July 1, 2004 : MEDLINE (1966 , Applied Social Sciences Index and Abstracts (1987), Social Science Citation Index (1970) , CINAHL (1982) , and PsychINFO (1806). For each of the databases, an inclusive search was initiated using subject headings, text words, and keywords; the Boolean logic terms "or" and "and" were also used to combine searches. In the first instance, a search was conducted for articles pertainingtointimatepartnerviolenceagainst women and other related terms (such as domestic violence, battered women, and spouseabuse).Followingfromthis,search terms were used to identify articles that reported studies using a qualitative research design. The specific search terms varied as a function of the bibliographic database but were comparable across the 5 databases. We complemented these searches with forward and backward citation tracking and contact with researchers in the field of domestic violence research.
STUDY SELECTION CRITERIA
The bibliographic database search produced2455abstracts.Tworeviewers(M.H. andJ.R.)independentlyappliedthefollowinginclusionandexclusioncriteriatothese abstracts. The inclusion criteria included the following: (1) a qualitative design; (2) publishedarticles/reports;(3)investigation ofabusedwomen'sviewsofhealthcareprofessionals; (4) presence of verbal interaction between the researcher and the participant to facilitate the formulation of the results; (5) female participants; (6) participants 15 years and older; (7) participants reportsomelifetimeexperienceofintimate partner violence; (8) if the study presents domestic abuse victims as a subset, the abused women's views are discussed separately; (9) no demographic or geographic restriction placed on sample participants or study setting; and (10) only Englishlanguage articles. The exclusion criteria included the following: (1) randomized control trials, (2) cohort studies, (3) casecontrol studies, (4) cross-sectional studies, (5) clinical case studies, (6) surveys, (7) surveys with written open-ended questions, (8) dissertations/reports/book chapters, (9) participants younger than 15 years, and (10) participants with no history of domestic violence. However, if the randomized control trials, cohort studies, case-control studies, cross-sectional studies, surveys, and surveys with written open-ended questions had a qualitative component, they were potentially eligible for inclusion.
The result after the application of these criteria was 130 articles that were assessed by 1 reviewer (M.H.) against the inclusion and exclusion criteria, with a second reviewer (J.R.) checking all decisions. Disagreements between reviewers were resolved by discussion or adjudication of a third reviewer (G.S.F. or A.R.T.). Twenty-nine articles 5, 14, reporting 25 studies met the inclusion criteria and were included in the review (Figure 1 ).
DATA EXTRACTION
Two reviewers (M.H., J.R., or A.R.T.) independently extracted data onto a standardized form for each article pertaining to women's perceptions and experiences of health care professionals; any differences in data extraction between reviewers were resolved by discussion. We extracted 2 types of data: the understandings of the women as reported in the article(s) describing the study (first-order constructs) and the interpretations or conclusions of the authors (secondorder constructs). First-order constructs reflect the understandings of t h e i n f o r m a n t s a n d , i n s o m e instances, express their lay theories about their experiences; second-order constructs reflect the researchers' theorization across the women in their sample. The completed extraction form for each study was sent electronically to its first author, with a request to check for accuracy and completeness of extraction. Of the authors, 18 responded and 9 provided additional information with which we amended extracted data.
ANALYSIS
The analysis started with 2 parallel strands:
(1) identification and examination of firstandsecond-orderconstructsand(2)methodological appraisal. These strands were brought together in the formulation of third-order constructs expressing the conclusions of the meta-analysis (Figure 2) . We summarize the meaning of the terms first-, second-, and third-order constructs in Table 1 . These constructs arethemainoutcomesofthemeta-analysis. To map the relationships between first-and second-order constructs across studies, we tabulated the constructs and the primary studies. Other study characteristics were also tabulated: sample, setting, data collection, type of health care professional, and level of contact with the health care professional.
We examined 3 different types of relationship between the constructs extracted from the studies: (1) We identified constructs that were similar across severalstudies(reciprocalconstructs),and through a process of repeated reading and discussion articulated third-order constructs, which expressed our synthesis of findings that were consistently supported across the studies. (2) We identified constructs that seemed in contradiction between studies; we have called these apparent contradictions. There are 2 types of contradiction: those arising within a single study (intrastudy) and those arising between studies (interstudy). We sought to explain these apparent contradictions by examining factors in the studies. Where there was a plausible explanation (eg, an apparent contradiction between studies potentially explained by different health care settings), we expressed this as a third-order construct. (3) We looked for unfounded secondorder constructs (ie, conclusions by primary study authors that were not supported by first-order constructs).
We assessed each study included in the review with a modified version of the Critical Appraisal Skills Programme tool (available at: http://phru.nhs.uk/casp /qualitat.htm), which consists of 10 questions (available from the authors) covering credibility and relevance of the studies and has been used in previous reviews of qualitative studies. 18, 19 Two reviewers (M.H. and J.R.) independently appraised each study, and differences were resolved by discussion or adjudication by a third reviewer (G.S.F.).
We formulated 4 alternative scoring systems: equal weighting of all Critical Appraisal Skills Programme items and 3 forms of differential weighting based on the perceived importance of different items. The resulting scores were used to rank the methodological quality of the different studies (Figure 3) . The quality ranking was relatively insensitive to the different methods of scoring investigated, so we used the score based on equal weighting of all Critical Appraisal Skills Programme items, the simplest of the 4 scoring systems.
The next stage in the analysis was reexamination of constructs in relation to studyquality.Theapparentcontradictions and their possible resolution were also reexamined at this stage. We tested whether methodological quality affected our conclusions by assessing the distribution of quality scores across the studies on which each first-order construct was based.
Our third-order constructs place the first-and second-order constructs and the resolved apparent contradictions temporally in relation to disclosure of abuse in the consultation with a health care professional: before the abuse is discussed, at disclosure, and the immediate and further responses of the health care professional. These constructs represent how women who have experienced partner violence want their health care providers to address 
FIRST-ORDER CONSTRUCTS
We identified 14 first-order constructs ( Table 3 ). The detailed charting of constructs between studies is available (http://www.ichs .qmul.ac.uk/partner_violence/). For each first-order construct, there were studies in the top tertile of methodological quality scores that supported the construct. There were no systematic differences in the firstorder constructs by health care setting, by North American region, or between the US, United Kingdom, and Australian studies. None of the studies reported variation in expectation from different health care professionals. To illustrate the interaction between these constructs, 3 different areas are considered.
DESIRED CHARACTERISTICS OF HEALTH CARE PROFESSIONALS
Constructs 2, 3, 6, 9, and 14 taken together reflect a clear view from the informants in the primary studies on the desirable and undesirable characteristics of health care professionals in relation to discussions about partner abuse. Women wanted health care professionals to be nonjudgmental, compassionate, and sensitive, and to maintain confidentiality. They wanted the professional to display an understanding of the complexity of domestic violence, to understand its long-term nature (and, hence, the difficulty of a quick resolution), and to understand its social and psychological ramifications. Women wanted health care professionals to avoid medicalizing the issue.
NATURE OF THE CONSULTATION WITH HEALTH CARE PROFESSIONALS
First-order constructs 1, 2, 5, 6, 10, 11, 12, 13, and 14 represent women's views about what they find helpful and unhelpful in consultations with health care professionals. Raising the issue in a sensitive and confident manner is important, as is not rushing or hurrying the discussion. Women value confirmation that the violence they have experienced is unacceptable and undeserved, and they wanted the health care professional to challenge false assumptions made by some abused women (eg, that the abuse was somehow their fault). They hoped the health care professional would bolster their confidence. Women wanted to be able to progress at their own pace and not to be pressured to disclose, leave the relationship, or press charges against their partner or ex-partner. Women wanted the health care professional to respect their decisions and to share decision making with them.
WOMEN'S EXPRESSION OF THEIR NEEDS
Constructs 8, 9, 10, and 13 are all connected to women's views about their needs or what is important to them. Women's feelings about their abuse were complex and affected their decision about whether to discuss abuse with a particular health care professional in a particular consultation. Women specifically acknowledged the importance of the health care professional in helping address these feelings.
SECOND-ORDER CONSTRUCTS
All the second-order constructs (Table 4) were supported by firstorderconstructswithinthesamestudy. We found that the interpretations or conclusionsoftheauthorswerelinked to the data reported in the articles, although the degree of extrapolation varied. The main themes in the conclusions were as follows: autonomy, confidentiality,healthcareprofessional behavior, disclosure of violence, education of health care professionals, cultural issues, and documentation (details available from the authors).
APPARENT CONTRADICTIONS
We summarize our analysis of the 7 apparent contradictions in Table 5 , which also shows any second-order constructs developed by authors regarding the contradiction and any third-order constructs that we have developed that resolve the apparent contradiction.
Three of the contradictions (1, 2, and 3 in Table 5 ) are intrastudy contradictions only. Apparent contradiction 1 regards the method of questioning by the health care professional: women expressed preferences for direct and indirect questioning about abuse within one study. The second-order construct of the authors suggests that the nature and extent of the relationship between the health care professional and the abused woman may explain the preferences of the informants. Women in this study who were well known to their health care professional preferred indirect questioning, and the researchers use this as a possible explanation of the variation. Therefore, the preferred form of identification, direct or indirect, is likely to be associated with the context of the medical encounter. Health care professionals, therefore, have the difficult task of determining an appropriate approach to the individual patient, wanting to raise the issue of abuse in the health care setting but needing to judge whether indirect or direct questioning should be used.
In the case of contradiction 2, whether a mother finds it appropriate or not that her child is present in the consulting room when the issue of abuse is discussed, the investigators have given reasons for apparently contradictory data, providing second-order constructs that resolved the apparent contradiction. The second-order construct recognized that the issue of openness was related to the stage of the abusive relationship: openness was seen as compromising safety while the woman was still in the relationship with her abuser but as potentially beneficial once separation had occurred. The clinician needs to carefully elicit the mother's wishes in this regard. Contradiction 3 was resolved by Peckover 34 who found that women did not particularly value increased contact with their health care professional. Their satisfaction with the health care professional's response was based on practical advice and referral to specialist support.
Contradictions 4 and 5, about the consequences of disclosure and repeated inquiry, respectively, can also be resolved by second-order con- 
Construct
Name Construct Description 1 Raising the issue Women stated that they believed partner abuse should be raised in the medical encounter as long as it is addressed in a sensitive and confident manner. There were variations in the way the women believed they should be asked (directly or indirectly). Women reported positive consequences, including feeling supported, encouraged, and relieved, when abuse was discussed. Negative consequences were also discussed. 2 Judgments and attitudes of the HCP Dissatisfaction occurred when the women perceived the HCP as judging, pitying, blaming, or trivializing. Satisfaction was expressed when the HCP was nonjudgmental, compassionate, and sensitive. 3 Important attributes of the HCP Women wanted an HCP to listen, express compassion, be supportive, and engage in open communication with them. They also wanted an HCP who used nonverbal communication, was confident, and had an understanding of domestic violence. There were variations in the preferred sex of the HCP. 4 Repeated inquiry Women suggested that HCPs should continue to offer assistance while being patient and supportive. This builds a trusting relationship and allows the woman to disclose at a later date. 5
Pressure from the HCP Women reported positive experiences when they were allowed to progress at their own therapeutic pace and were not pressured to disclose, leave the relationship, or press charges. 6 Complexity of the issue Abused women believed that medical staff did not understand the complexity of their situation and, therefore, made judgments. Women wanted HCPs to understand the chronicity and social and psychological issues surrounding domestic violence. 7
Additional services The abused women stated that the HCP should have good knowledge of the available services and should offer referrals. Women expressed a need for more immediate specialist response and additional training for HCPs. 8
Women's own feelings about the abuse
The emotions of the abused women were often stated as barriers to disclosure, including shame, embarrassment, fear, self-blame, loneliness, humiliation, and denial. 9 Fear This was a major barrier to disclosure. The abuser was a large source of fear, as were the repercussions of disclosing and the consequences for the children; there was also a fear of being judged, not being believed, and lack of confidentiality. 10 Confidentiality Lack of privacy in the medical consultation and a fear of lack of confidentiality were stated as barriers to disclosure. Women suggested that the HCP should reassure the women about issues of confidentiality and privacy. 11 Autonomy Women were dissatisfied when they believed their decisions were not respected and suggested that the HCP should share all decision making with the abused women. 12 Time Dissatisfaction occurred when the women believed the HCP was too rushed/hurried; women perceived this as an uncaring and uncompassionate approach. 13 Validation Women stated that if the HCP confirmed the issue of domestic violence, then they believed their feelings and experiences were legitimized and appropriate. Women suggested that the HCP should challenge the woman's inaccurate assumptions (eg, that the abuse was her fault) and bolster confidence. 14 Medicalization Abused women were uncertain as to whether domestic violence was a valid problem to broach in the medical consultation. Women perceived the HCP to be disinterested in social problems and were concerned that the HCP would reframe the situation as a medical problem, something that was not valued by the women.
Abbreviation: See Table 2 .
structs. Women in 4 studies discussed the positive consequences that occurred when the issue of violence was discussed. In contrast, women in 2 studies stated negative consequences. There was interstudy and intrastudy variability. The second-order constructs suggest that the issue of positive and negative consequences may be determined by the stage of the abusive relationship. Women who do not recognize their partner's behavior as abusive seem to be more likely to be offended by the initiation of the discussion whereas women who have an awareness of the situation and are beginning to consider the possibility of change seem to be more positive. Contradiction 6, about prescribing psychotropic medication, was resolved by consideration of appropriateness of prescribing and availability of other treatments and practical support. We were unable to resolve contradiction 7 about the sex of the health care professional preferred by women: the evidence from these studies is conflicting.
THIRD-ORDER CONSTRUCTS
By synthesizing the first-and secondorder constructs, we have identified desirable characteristics of health care professionals in consultations in which partner violence is raised, as articulated by abused women and the authors of the primary studies, respectively ( Table 6 ). These characteristics can be used to guide professionals at various stages of the clinical consultation: before disclosure, when the issue of abuse is raised, immediately after disclosure, and later responses. Our third-order constructs represent our interpretation, across the studies, about what women find helpful. In expressing them as recommendations, we effectively shorten them by omitting an explicit statement that expresses the way in which they are helpful. Restriction of the analysis to studies in the top tertile of methodological quality did not change these third-order constructs.
COMPARISON TO NATIONAL GUIDELINE RECOMMENDATIONS
None of the third-order constructs emerging from our review conflict with the 4 national guidelines we examined. The detail of these constructs contrasts with the paucity of detail in the guideline recommendations. It is striking that none of the guidelines explicitly use evidence from qualitative studies to support their recommendations. 40 HCPs should try to understand the woman's perspective 34, 39, 41, 50 
Confidentiality
HCPs should specifically address confidentiality issues when approaching DV abuse victims 32, 40 HCPs should provide a safe and private environment 5, 31, 33, 46, 47, 50 HCPs should use an interpreter other than partner 30 HCPs should be sensitive to the presence of a child when discussing DV issues 50 HCP behavior HCPs should be aware of the impact of their behaviors on patients 40 They should be nonjudgmental 25, 29, 32, 33, 37, 46 They should provide validation 29, 31, 37, 48 They should provide empowerment 29, 44 They should not pressure the woman 32 and give women time 47 They should develop trust and be trustworthy 29, 37, 40 They should listen to the patient 30, 37 They should be empathetic 29, 46 They should show concern 5 and kindness 29 They should acknowledge what is said 37 
Disclosure of information
HCPs should be sensitive to clues to DV (verbal or nonverbal), warning symptoms, or illnesses 35, 37, 48, 50 HCPs should also be alerted by any lies or discrepancies as indirect forms of disclosure 48 HCPs should be willing to initiate discussion about DV 30, 37, 45, 47 The DV should be discussed if clinical indicators are present 31, 36, 37 Case finding in high-risk groups and pregnant women is desirable 36, 37 HCPs should ask more than once to give opportunity to disclose at a later time 30, 32 The issue of DV should be discussed in a sensitive manner 32, 51 Resources Women should be provided with referrals and continued support 5, 31, 37, 44, [46] [47] [48] HCPs should know appropriate resources available-be active in connecting the women to them 5, 14, 26, 30, 35, 37 HCPs should assess safety and offer safety planning 14, 25, 30, 48 There should be multidisciplinary-coordinated approaches available to respond effectively 37, 42, 44, 47 There should be on-site counseling and specialist care 31, 32, 44, 46 There should be increased promotion of available services within health care facilities, posters, and leaflets 35, 37, 43, 46 Education Training on DV is needed for the HCP to understand the issues and raise awareness 25, 35, 37, 39, 42, 47 Training should also focus on relevant communication skills required to discuss the issue of DV 
COMMENT
Qualitative research with patients remains an underused source of evidence for health care policy in general 52 and for guidance in the field of intimate partner violence in particular, with some notable exceptions. 48 As a result, evidence-based clinical guidelines and health care policy may seem impervious to the perceptions of patients and service users. 53 One of the problems in drawing on qualitative research is finding an appropriate method of systematically reviewing primary studies and synthesizing their findings. We have applied a method of meta-analysis that has generated recommendations based on what women who have experienced partner violence say they want from their health care professionals around disclosure of abuse and its aftermath.
These recommendations, representing the third-order constructs in our meta-analysis, are not based on evidence of improved health or quality-of-life outcomes but rather are complementary to guidance based on quantitative evidence, including experimental evaluations of interventions and questionnaire surveys of women. The third-order constructs are largely consistent across primary studies, despite differences in design, participants, health care settings, regions, and countries.
Our results are concordant with the findings of quantitative surveys of women who have experienced partner violence. In a survey of 115 women with a history of abuse from a partner, Hamberger and colleagues 54 found that, in general, physicians listened carefully and were sensitive and compassionate. However, they were not as good when it came to delivering elements of care that specifically targeted abused women's unique needs, such as asking about how an injury occurred, history of violence, children's safety, support information and referrals, and follow-up appointments. Respondents in this study valued emotional support from physicians in the form of confidentiality, careful and nonjudgmental listening, and reassurance that the abuse is not their fault and that negative feelings are understandable. In a survey of 130 women presenting to an emergency department with a history of partner violence, Hayden et al 55 found variation in the preferred sex of the health care provider, with three quarters saying they would prefer to discuss violence with a female physician. Rodriguez and colleagues 56 investigated factors associated with disclosure of abuse with a telephone questionnaire survey of a random sample of 375 women from ethnically diverse backgrounds. They found that direct questioning by the clinician was an independent predictor of past communication with clinicians about abuse and that concerns about confidentiality were barriers to this communication. From interviews with 460 women in ambulatory clinics, Caralis and Musialowski 57 concluded that women expect physicians to act as their advocates and, in partnership with other community professionals, to assist abuse victims and stop the violence.
Comparison of the constructs emerging from our meta-analysis w i t h r e c o m m e n d a t i o n s i n 4 national guidelines revealed no contradictions, but it highlights the limited content of these guidelines with regard to the clinical consultation. The detail in the third-order constructs (Table 6) would enhance these guidelines, adding to their research evidence base. The added value of the metaanalysis, beyond the primary Abbreviation: See Table 2 . *The second-order construct fully explained the variation; therefore, the third-order construct is not appropriate.
qualitative studies, lies in the synthesis of findings, including analysis of apparently contradictory findings within and between studies and the structuring of constructs by the temporal order of disclosure and its sequelae in the clinical consultation. The strengths of our review include the systematic identification of studies with prespecified inclusion and exclusion criteria, a transparent and reproducible method of data extraction that minimizes selection bias, an iterative analytic method with an explicit theoretical basis, an explicit quality assessment method, and contact with investigators in primary studies to clarify and, where appropriate, supplement data. An important limitation of our review method is dependence on investigators' reporting of data from the primary studies, which may be more problematic for qualitative than quantitative studies. 16 It is possible that the results of the meta-analysis would have been different if we had gone back to the transcripts from the primary studies and had to address the complexity of data from each study. Other limitations include exclusion of dissertations and book chapters and use of methodological appraisal criteria that only have face validity. The use of quality checklists for qualitative research has been challenged, 58 and even the validation of quality criteria for randomized controlled trials has proved difficult. 59 Future qualitative research on health care professionals' response to women experiencing partner violence should include longitudinal studies of women's experiences at different stages and qualitative studies in parallel with trials of health care-based interventions. 
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